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the glands of the nose and quickly cover over the raw area, giving 

a good cosmetic result. 
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REPORT OF TWO CASES OF ABDUCENS PARALYSIS 
OCCURRING IN ACUTE SUPPURATIVE OTITIS 

MEDIA WITH MASTOIDITIS. 

Dr. Otis Sticknky, Atlantic City, N. J. 

Case r. Gertrude C. Age, 6 years. Family history good. Pre¬ 

vious personal history unimportant. 
History of present illness as given by the child’s mother: On 

February Pi developed an acute rhinitis. About one week later had 
severe pain in left ear, and a high fever. In a few days the ear 

began to discharge. 
On March 2(5,. the child was brought to my office. She complained 

of pain in her left frontal region, and her mother said that this was 
more severe when the car did not discharge freely. Her tongue 

was heavily coated, breath offensive and she looked ill. 
Status pracsens: The left external auditory canal was filled with 

greenish foul-smelling pus. In the membrana tympani was a small 
antcro-infcrior perforation. There was no sagging of the posterior 
superior wall of the canal. The left mastoid was slightly tender to 
pressure, but was not visibly swollen, nor did it give a sensation of 

thickening on palpation. 
Calomel, to be followed by a saline, was prescribed, and the mother 

was directed how to care for the car. 
On March 29 the child was again brought to my office. The aural 

condition was much the .,ame, although the mother reported that 
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the quantity of discharge had diminished, and that the odor was 

less. The child had been closing one eye off and on during yester¬ 

day and today. When her mother asked her why she did this, she 

replied that with her two eyes open she saw two objects where there 

should have been only one, and that by closing one eye she only 

saw one of the objects at which she was looking. In the dark room, 

with the candle flame and a piece of red glass held before one eye, 

I satisfied myself that she had a horizontal homonymous diplopia, 

caused by a well-defined paresis of her left external rectus muscle. 

Fearing intracranial involvement, an immediate opening of the 

left mastoid was advised. Other indications for operation were pain 

in the left side of the head (worse when the discharge was not free) ; 

a temperature of 100° F., as noted on her two previous visits; her 

septic appearance, and slight mastoid tenderness to pressure. 

On March 30 a simple mastoid operation was performed. The 

cells were broken down, and the resulting cavity was filled with pus 

and granulations. There was no carious destruction of the tegmen 

mastoideum. A small area of the dura was exposed in this region, 

and found to be normal. The child began to improve on the fol¬ 

lowing day. The ear discharge, which was green and had an offen¬ 

sive odor, ceased in one week. From the color and odor of the 

discharge, I regarded the infecting organism as the bacillus pyocy- 

aneus, but regret that no microscopic examination was made. The 

double vision became less each day, and had entirely disappeared in 

two weeks. 

April 24. Wound entirely healed, and child in good health. 

Case 2. Mrs. E. W. Age, 34 years. Family history unimportant. 

Previous illnesses have no bearing on present condition, with the 

exception of an atrophic rhinitis, which she has had since childhood. 

Present illness began with influenza on October I. On October 5 

her left ear became very painful. Spontaneous rupture of the mem- 

brana tympani occurred in 12 hours. This was followed by a serous 

discharge, which soon became purulent. 

I first saw the patient on October 21. She complained of pain in 

her ear, and in the corresponding side of face and teeth. She had 

anorexia and prostration. 

Status praesens: The canal was filled with a purulent discharge. 

There was a small perforation at the apex of a teat-shaped elevation 

in the posterior superior quadrant of the membrana tympani. There 

was slight tenderness to pressure over the posterior part of the 

mastoid. 
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On October 23, the ear and general condition being unsatisfactory, 

a free incision of the membrana tympani was made, hoping that 

better drainage would be followed by improvement. 

During the next few days her condition remained the same. Her 

temperature varied between 98° and 100,° and she was toxic. 

A blood count at this time was as follows: 

Hemoglobin .  88% 

Color Index .0.94- 

Leucocytes .  16,000 

Polymorphonuclear Cells.78% 

Red Blood Cells .4,500,000 

A report of the bacteriologic examination of the ear discharge 

showed the staphylococcus albus. 

On October 28, she complained of double vision; the diplopia 

increased as she looked to the left, and she was unable to abduct 

her left eye. 

Suspecting possible intracranial involvement, and taking into 

consideration the amount and character of the aural discharge, to¬ 

gether with her unfavorable general condition, an opening of the 

mastoid was advised. 

The operation, performed on the same day, showed a mastoid 

principally of the diploeic type, with a somewhat thickened cortex. 

The small cells contained only serum and granulations. However, 

there was one cavity, about the size of a chestnut, in the posterior 

part of the mastoid. This was filled with pus, having the same 

macroscopic appearance as the aural discharge. 

The tegmen of the mastoid, and the bony covering of the lateral 

sinus, were carefully examined for necrotic areas, but none being 

found, and the bone appearing healthy, no exposure was made of 

the dura or lateral sinus. 

I was in hopes, as in Case 1, that all the symptoms would be 

cleared up by the mastoid operation. However, following the opera¬ 

tion there was no improvement in the ocular condition, and the pro¬ 

fuse aural discharge continued undiminished for the next two weeks. 

Her temperature during the first week following the operation 

varied from 98° to 100°. During the next week it was slightly 

lower. At times she complained of pain in the corresponding side 

of the head and face; she had no appetite; had a heavily coated 

tongue and offensive breath, and felt very weak. 

An examination of her tympanic membrane at this time showed 

that the mucous lining of the tympanum was pouting out through 
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the perforation, so that it had the appearance of a polypus. If the 

ease had made the customary normal progress following a mastoid 

operation, the picture should have been an altogether different one to 

that presented by this patient. Therefore, a second operation was 

advised. Before beginning this, the bulging membrana tympani was 

freely incised, so that the line of incision included the old perforation 

and the bulging portion of the membrane. 

Then the original mastoid incision was reopened. The newly- 

formed granulations were curetted away. The tcginen of the mas¬ 

toid was then removed as far forward as possible. The dura over 

the legmen mastoideum was congested; that portion of the dura 

above the roof of the middle ear was very adherent, and after ele¬ 

vating it from the bone there was a plastic exudate to be seen in 

this region. The bone covering the descending limb of the lateral 

sinus was next removed. As the sinus wall appeared normal, no 

further exploring was done in this direction. 

A narrow iodoform gauze drain was introduced between the dura 

and the bone, along the antero-superior surface of the petrous por¬ 

tion of the temporal hone nearly to its apex; the lateral sinus was 

protected by a separate piece of iodoform gauze, and a third piece 

of gauze was introduced into the aditus ad antrum, and the. 

remainder of the bony mastoid cavity. 

Following the operation the patient began to improve. In three 

days the quantity of the ear discharge was much less, and in five 

days it had ceased altogether, tier general condition rapidly became 

better; her toxic symptoms disappeared, and her temperature became 

normal. The mastoid wound was clean. 

By November 3-1, that is, 10 days after the secondary operation, 

there was decided improvement in the abduction of her eye, so that 

I have no doubt that the function of the abducens nerve will soon 

be completely restored. 

In Case /, the paralysis of the left external rectus muscle I re¬ 

garded as probably being due to toxic neuritis, as the dura over 

the legmen of the mastoid appeared normal. 

In Case 3, I believe the abducens nerve involvement was due to 

localized basilar pachymeningitis, as the dura in the region of the 

roof of the mastoid and middle car was thickened, reddened and 

adherent, and showed an exudate in the region of the legmen tym¬ 

pani. The abducens nerve, as it traverses the apex of the petrous 

portion of the bone was probably involved in the inflammatory 

process. 
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As to the treatment of abduccns paralysis in suppurative ear con¬ 

ditions with mastoiditis, a few words may be said. This may be 

arbitrarily divided into surgical, medical and mechanical. 

Under the surgical division, the mastoid operation is indicated. 

This should be cither the simple or radical, depending on the case. 

I believe a careful exposure of the dura at the same time is advisable, 

and will often save the patient from a secondary operation, as was 

necessary in Case 2. A very free incision of the membrana tym- 

pani may also be beneficial. 

As to the medical treatment, K. I. seems to be the usual standby. 

Fluid extract of jaborandi, gits X to XX, at !);<)() a. m., 3:00 p. m., 

and 0:00 p. m., may also be used to promote the absorption of 

effused serum, and to aid the iodides in the work of hastening ab¬ 

sorption of plastic effusion. Or, pilocarpine hydrochlorate, kit to ks 

grain hypodermically, daily or every other day, may be used for 

the same purpose. 

After the diplopia has disappeared, strych. sulph. gr. 1-100 to 1-40, 

before meals, has a tonic effect on the nerve and weakened external 

rectus muscle. The interrupted current of electricity, used once 

daily fog ten minutes, may also do good. 

Under the mechanical subdivision in the treatment, first, should 

be mentioned a patch to cover the affected eye, thereby doing away 

with the troublesome diplopia with its attending symptoms, such 

as headache, dizziness and nausea. 

If the function of the paretic external rectus muscle does not 

return by the end of one year, the advancement or shortening of the 

muscle will lessen the field of the diplopia, thereby making the 

patient more comfortable, and give him a more natural pose of the 

head. 

922 Pacific Ave. 


